Abstract
Introduction
Diabetes mellitus and cancer are common, serious global health problems that contribute substantially to health care costs. A 2014 report from the International Diabetes Federation estimated that more than 387 million people worldwide have diabetes, and by 2035 this number will rise to 592 million; 4.9 million deaths and at least US $612 billion in health expenditure resulted from diabetes in 2014 (1) . Diabetes is considered a strong independent predictor of vascular diseases (2) . Growing evidence suggests a possible association between diabetes (especially type 2 diabetes) and sitespecific cancer risks (eg, liver, breast, colorectal), as well as cancer mortality (3, 4) . with cancer risk are mixed (3) (4) (5) . Additional studies examined primarily the association between single healthy lifestyle choices (weight control, healthy diet, physical activity) and the risks of certain types of cancer (5, 7) . To the best of our knowledge, few studies have investigated the extent to which integrated interventions through a comprehensive and multidisciplinary diabetes management program might mitigate cancer risks and cancer mortality.
Pay-for-performance (P4P) or value-based purchasing programs have been embraced by many developed nations as a strategic tool to stimulate delivery of long-term, multidisciplinary diabetes management and to allow investment of less money on incentives while efficiently improving diabetes care quality (8) (9) (10) . For example, the United Kingdom's Quality and Outcome Framework and Australia's P4P program pay bonuses to reward improvements in care for diabetes patients (9, 11) . In Taiwan, a diabetes P4P program was implemented nationwide by Taiwan's National Health Insurance Administration (NHIA) at the end of 2001 to provide comprehensive diabetes management by following the American Diabetes Association's clinical practice guidelines (12) . Comprehensive care through diabetes P4P programs may enhance quality of care and prevent or delay vascular complications (12, 13) or reduce risks of all-cause mortality in patients with diabetes (13) . However, evidence of whether comprehensive diabetes care through a P4P program has any effect on incidence of types of cancer, or competing risks for cancer-specific or diabetesrelated death, is limited.
This study aimed to examine the effects of comprehensive diabetes care provided through a nationwide diabetes P4P program in Taiwan on risks of cancer incidence and mortality among patients with type 2 diabetes. We hypothesized that modifying lifestyle-related risk factors with a comprehensive diabetes P4P program or administration of glucose-lowering medication therapies may prevent or delay incident cancer. We conducted an observational intervention and comparison cohort study using data from 3 longitudinal population-based databases in Taiwan to examine the extent to which the P4P program and other risk factors were associated with cancer incidence and competing causes of death (cancerspecific and diabetes-related) in patients with type 2 diabetes who enrolled in the P4P program compared with a group of diabetes patients who did not participate.
Methods
A diabetes P4P program was implemented by Taiwan's NHIA in 2001 to improve the quality of health care for diabetes patients. The program consists of several features (12) . First, patients with diabetes who have at least 2 outpatient visits within 3 months in the same health care institution are eligible to enroll in the P4P program. Second, only physicians who specialize in metabolic disorders or endocrinology or who attend a training program for diabetes care are eligible to participate in and voluntarily enroll patients into this P4P program. Third, medical care teams are expected to work as coordinated physician-led multidisciplinary teams adhering to the American Diabetes Association's clinical guidelines. Fourth, in addition to regular and usual care, P4P patients receive extra comprehensive care, including medical history assessment, physical examination, laboratory evaluation, management plan evaluation, self-management and health education. Finally, participating P4P physicians receive extra incentive payments in addition to regular physician fees depending on incentive targets for improving process (eg, documented hemoglobin A1c [HbA1c] or low-density lipoprotein tests) and intermediate outcomes (eg, higher percentages of patients with controlled HbA1c or low-density lipoprotein) (12, 14) .
Study design and data source
We conducted a longitudinal observational intervention and comparison cohort study using 3 population-based databases in Taiwan. One database was the 2-million-sample longitudinal health and welfare database from 2000 through 2010, a nationally representative random sample of NHIA beneficiaries in 2005, from which we obtained information on patient comorbid conditions, health provider characteristics, and billing variables to identify patients enrolled in the P4P program. The second was a database containing death registry data from 2000 through 2010, which provides accurate death dates and cause-of-death information. The third was a national cancer registry, from which we obtained accurate cancer diagnosis data from 1979 through 2010. The 3 databases were linked with encrypted patient identifiers, and all data analysis was completed in the Health and Welfare Data Science Center, the Ministry of Health and Welfare in Taiwan in 2015 and 2016. This study was approved by the institutional review board at Kaohsiung Medical University Hospital.
Study population
Diabetes patients were identified by a primary diabetes diagnosis code (International Classification of Diseases, Ninth Revision, Clinical Modification [ICD-9-CM], code 250) on at least 2 outpatient claims or at least 1 inpatient claim in each year during the patient identification period from 2003 through 2005. We first excluded patients with type 1 diabetes (ICD-9-CM codes 250.x1 or 250.x3), because they made up less than 3% of diabetes patients, and patients aged younger than 18 years on the date of first diabetes diagnosis during the patient identification period. Among eligible diabetes patients, we then identified newly enrolled P4P patients with at least 2 billing codes with "P14x" (internal code) PREVENTING CHRONIC DISEASE VOLUME 14, E88 PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY
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for different office visits in the claims during the patient identification period and defined the date of first enrollment as the index date. We identified non-P4P diabetes patients for the comparison groups who were not found to be enrolled in the P4P program during the patient identification period or the follow-up period. Given that non-P4P patients lacked P4P enrollment index dates, we randomly assigned index dates based on the dynamic frequency distribution of time exposure to the P4P intervention from the P4P group (15) . Using the cancer registry database, we excluded patients with any cancer diagnosis from the first year of the cancer registry in 1979 to the index date. Totals of 9,450 P4P and 32,923 non-P4P patients with diabetes were identified.
Propensity score matching (PSM) was used to determine adequate comparison groups to avoid potential confounding by selection bias and confounding factors. We created propensity scores that predicted the probability of enrollment into the diabetes P4P program in a logistic regression model. The PSM caliper matching method with 1-to-1 match was used to match intervention group with comparison group members based on propensity score (16, 17) . This approach finds the nearest distance of probabilities for the estimated propensity score to determine the best matches with the smallest standard deviations between intervention and comparison groups. If more than 1 potential comparison group member has the same propensity score as an intervention group member, the algorithm randomly selects one for inclusion in the comparison group (16, 17) . We also calculated standardized differences of covariates between phases, and all differences less than 10% indicated acceptable matching (18). Covariates included demographic characteristics (age, sex, highest level of education, urban or rural residence), baseline comorbid conditions (eg, the diabetes complications severity index [DCSI] [19] and chronic illness with complexity index [CIC] [20]), baseline antidiabetes drug use from 1 year before to the index date, and the most frequent health institution characteristics (accreditation level and geographic location). After PSM matching, 9,329 P4P and non-P4P matched pairs were studied.
Variable definitions
The major end points were risks of cancer incidence and all-cause, cancer-specific, and diabetes-related mortality, with outcomes for P4P and non-P4P patients being compared. Overall cancer and common types of cancer (eg, breast, colorectal, liver) among diabetes patients were identified using ICD-9-CM diagnosis codes in the national cancer registry data. Cancer-specific and diabetes-related mortality were identified from causes of death based on the ICD-9 and ICD-10 diagnosis codes in the national death registry data. We defined diabetes-related death given the major risks of diabetes complications and prognosis that may cause death, including diabetes mellitus, macrovascular complications (eg, cardiovascular, cerebrovascular, and peripheral vascular diseases) and microvascular complications (eg, nephropathy and neuropathy diseases) (19). To compare groups, we followed each P4P and non-P4P patient from the index date to the first event date, death date, or study end date on December 31, 2010, whichever came first. We then calculated and compared total person-years for each patient and incidence and mortality per 1,000 person-years between P4P and non-P4P patients with diabetes given different end points.
Several baseline characteristics that may affect outcomes were included as control variables. Patient demographic covariates included age, sex, highest level of education, and urban or rural residence. The DCSI and CIC within 1 year before the index date were used to measure baseline comorbidity. These indexes are frequently used in studies (19, 20) . The DCSI has 7 categories of complications by ICD-9-CM code: cardiovascular complications, nephropathy, retinopathy, peripheral vascular disease, stroke, neuropathy, and metabolic disorders. The CIC index includes nondiabetes physical illness complexity, diabetes-related complexity, and mental illness or substance abuse complexity. We excluded cancer and diabetes-related complexity when constructing the CIC index to avoid the duplication of the comorbidity identified by the DCSI and cancer disease (21). Additionally, we controlled for frequently prescribed antidiabetes medications used during the follow-up period on the basis of the Anatomical Therapeutic Chemical Classification System (ATC codes), measured as 0 or 1 binary variables for identifying whether metformin (ATC code A10BA), sulfonylureas (SUs, ATC code A10BB), thiazolidinediones (TZDs, ATC code A10BG), or α glucosidase inhibitors (AGIs, ATC code A10BF) were prescribed.
Because the P4P program requires health staff to work as a team and cost structures may differ by health institution, the characteristics of the most frequently seen health care provider were included to identify the resources and capacities of individual health care institutions; characteristics included accreditation levels (medical center, regional hospital, local hospital, or clinic) and geographic locations (Taipei, northern area, central area, southern area, Kao-Ping, or eastern area).
Statistical analysis
In addition to the PSM approach, we used multivariable Cox proportional hazard models to estimate the likelihood of all-cause mortality comparing matched P4P and non-P4P patients. We tested the proportional hazard assumption based on scaled Schoenfeld residuals after fitting Cox proportional hazard models and found no evidence that the proportional-hazard assumption was violated (22). To account for the competing causes of death, cancerspecific death, and diabetes-related death and for the competing risks of cancer incidence and death, we created competing risk re-PREVENTING CHRONIC DISEASE VOLUME 14, E88
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www.cdc.gov/pcd/issues/2017/17_0012.htm • Centers for Disease Control and Preventiongression models; we calculated subdistribution hazard ratios (SHRs) and 95% confidence intervals (CIs) (23). Potential confounding variables (Table 1) were controlled for. Patients were clustered within matched pairs and health care institutions to control for unequal error variances across matched pairs and health care providers. All statistical operations were performed by using SAS version 9.4 (SAS Institute, Inc) and Stata version SE 13 (StataCorp LP). A P value of less than .05 was considered significant.
Results
Before PSM 1-to-1 matching, the P4P group and the non-P4P group differed significantly (P < .001) by several characteristics (Table 1) . After matching, all baseline characteristics between the 2 matched groups were similar. Of the P4P patients, 48.0% were men and had a mean age of 60.8 years; 38.6% had an education level of high school or above, and 46.7% lived in urban areas. Mean DCSI was 1.16 and mean was CIC 1.09. Baseline antidiabetes drug use did not differ significantly between P4P and non-P4P patients. Compared with non-P4P patients, P4P patients received more metformin, TZDs, and AGIs during follow-up (P < .001). Table 2 compares total person-years and crude cancer incidence and mortality per 1,000 person-years for various end points between P4P and non-P4P patients. Risks of overall cancer incidence were not significantly associated with the P4P program but were associated with use of antidiabetes medication, particularly metformin (aSHR, 0.58: 95% CI, 0.50-0.67), TZDs (aSHR, 0.78; 95% CI, 0.70-0.86), and AGIs (aSHR, 0.62; 95% CI, 0.55-0.69) ( Table 3) . P4P patients had lower risks of all-cause mortality (aSHR, 0.59; 95% CI, 0.55-0.63), cancer-specific mortality (aSHR, 0.85; 95% CI, 0.73-1.00), and diabetes-related mortality (aSHR, 0.54; 95% CI, 0.49-0.60) than non-P4P patients with diabetes (Figure) . Adjusted model results and 95% confidence intervals for the effects of a pay-for-performance program (P4P) and prescribed antidiabetes medications on the risks of all-cause, cancer, and diabetes-related mortality in Taiwan. Competing risk regression models were used to analyze the effects of P4P and drug effects on risks of cancer-specific and diabetes-related mortality and the adjusted subdistribution hazard ratios were calculated. A Cox proportionate hazard model was used to analyze all-cause mortality and the adjusted hazard ratios were calculated. Potential confounders that were controlled for were age, sex, highest level of education, rural or urban residence, baseline comorbidity (diabetes complications severity index and chronic illness with complexity), antidiabetes drug use (metformin, sulfonylureas, thiazolidinediones, α glucosidase inhibitors), and health care facility characteristics (accreditation level and geographic regions).
Discussion
Recent literature has focused on cancer risk or mortality with various diabetes treatments, given the potential biologic link or common risk factors for the observed associations between type 2 diabetes and cancer (3) (4) (5) (6) . However, studies on the effect of diabetes control through a comprehensive diabetes P4P program on cancer risks or mortality were inconclusive (4-6,24). Overall, our findings indicated that the diabetes P4P program was not significantly associated with lower risks of cancer incidence, but it was associated with lower risks of all-cause mortality, cancer-specific mortality, and diabetes-related mortality.
With all other variables constant, our findings suggest that the diabetes P4P program may be less likely to affect the risk of overall or specific cancer incidence while several types of glucose-lowering therapies (metformin, TZDs, AGIs) may have a protective effect, consistent with results of observational studies (25,26). The nonsignificant association between the P4P program and cancer incidence might be explained by several reasons. First, compared with medications that affect the potential biologic link between PREVENTING CHRONIC DISEASE VOLUME 14, E88 PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY
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The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services, the Public Health Service, the Centers for Disease Control and Prevention, or the authors' affiliated institutions. diabetes and cancer risk within a shorter period, medications used over a longer follow-up period may be required for a comprehensive disease management program to demonstrate reduction in risk. Second, previous studies found that, after enrollment, P4P patients had significantly more outpatient visits, greater expense, and higher usage of guideline-recommended services (including preventive services) than non-P4P patients (21). Thus, P4P patients may receive more cancer screening tests and have more early cancer detection and treatment. The potential effect of a comprehensive disease management program on cancer risk might be mitigated. Future study is suggested to examine the effect of a diabetes P4P program on incidence of specific cancers.
Alternatively, our findings suggest that the diabetes P4P program not only has a protective effect on all-cause mortality and diabetes-related mortality but also influences cancer-specific mortality among incident cancer patients. Cancer survival outcomes among P4P patients might be explained by several reasons. First, the diabetes P4P program in Taiwan requires participating health care providers to adhere to the American Diabetes Association's clinical practice guidelines. The guidelines are consistent with the nutrition and physical activity guidelines for cancer survivors suggested by the American Cancer Society, including recommendations for psychosocial and social assessment and care, preventive care (vaccinations, screening), lifestyle changes, diet, physical activities, and obesity management (27). As studies by Chiao et al (28) and Calip et al (29) suggested, well diabetes care and glucose control before cancer diagnosis (colorectal, breast), which persisted after diagnosis, may have moderated the mortality effect of diabetes in newly diagnosed cancer patients (28,29). Second, in contrast to the uncertain relationship between glucose-lowering treatments and cancer incidence, previous studies supported beneficial effects of antidiabetes medications, along with glycemic control, possibly affecting cancer treatments, which may in turn influence cancer-specific mortality (4,25,29). We observed that P4P patients tended to have more opportunity to receive oral glucose-lowering medications (metformin, TZDs, AGIs) than non-P4P patients during follow-up (all P < .001; Table1). Consistent with other studies, our study (Figure) This study has several limitations. First, given the limitation of our study data periods in the administrative claims from 2000, we could not track the number of years since diabetes was diagnosed or identify whether patients were newly diagnosed. However, we could track the time of cancer diagnosis through the cancer registry data set since 1979 as the washout period for exclusion criteria. Second, some unobservable confounders for individual patients (eg, lifestyle, prescription adherence, illness experience, smoking status, body weight, psychological and social assessment) were unavailable in the secondary database. Although these baseline confounding factors were not part of the study design and we assumed that all characteristics related to health outcomes in the P4P program were covered by the measured variables among P4P and non-P4P patients, caution is necessary when interpreting the effect of the P4P program on mortality. Third, given our study design, we observed cancer incidence and mortality events over a 5-year period. A greater effect might have been found with a longer observation period. Nevertheless, our 5-year observation period was considered sufficient to evaluate and compare various quality improvement interventions (30). Finally, the data we used were obtained from patients with diabetes in Taiwan, so results may not be generalized to other P4P programs in other countries.
Despite these limitations, this study addressed the issue of whether integrated interventions through a comprehensive and multidisciplinary diabetes P4P program might mitigate cancer risks and mortality. Compared with patients with diabetes not enrolled in the P4P program, P4P patients had lower risk of all-cause mortality, cancer-specific mortality, and diabetes-related mortality, but the groups did not differ in overall risks of incident cancer. Our findings provide evidence of the potential benefit of diabetes P4P programs in reducing risks of all-cause mortality and competing causes of death attributable to cancer-specific and diabetes-related mortality among type 2 diabetes patients. 
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The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services, the Public Health Service, the Centers for Disease Control and Prevention, or the authors' affiliated institutions. Abbreviations: CIC, chronic illness with complexity index (20); DCSI, diabetes complications severity index (19); NA, not applicable; P4P, pay-for-performance program; PSM, propensity score matching. a Standardized difference was used to compare the balancing for the mean or frequencies of a covariate that were included in the propensity score matching process (18). Standardized difference was calculated to evaluate the efficiency of PSM. b These variables were used in the PSM. c Baseline antidiabetes drug use was measured if patients were prescribed the selected medications within 1 year before index date; patients could use more than 1 drug. d Follow-up antidiabetes drug use was measured if patients were prescribed the selected medications between the index date and the study end date (December 31, 2010), cancer occurrence, or death date, whichever came first; patients could use more than 1 drug. This set of variables was not included in the PSM regression. e Geographic region categories were based on the branches of the National Health Insurance Administration in which the hospitals were located.
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(continued) The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services, the Public Health Service, the Centers for Disease Control and Prevention, or the authors' affiliated institutions. Abbreviations: AGIs, α glucosidase inhibitors; CI, confidence interval; P4P, pay-for-performance program; SUs, sulfonylureas; TZDs, thiazolidinediones. a Competing risk regression models were used to analyze the effects of P4P and drug effects on risks of cancer incidences while controlling for potential confounders: age, sex, highest level of education, rural or urban residence, baseline comorbidity (diabetes complications severity index and chronic illness with complexity), antidiabetes drug use (metformin, SUs, TZDs, AGIs), and health care facility characteristics (accreditation level and geographic regions). b Nonusers of the drug are the reference group for each drug. c The non-P4P group is the reference group.
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